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Abdominal aortic aneurysm: Can the arterial phase at CT evaluation
after endovascular repair be eliminated to reduce radiation dose?
Macari M, Chandarana H, Schmidt B, et al. Radiology 2006;241:908-14.
Conclusion: The arterial phase of computed tomography (CT) imag-
ing is not necessary for routine detection of endoleaks. This portion of CT
evaluation after endovascular AAA repair can be eliminated, with a reduction
in radiation exposure.
Summary: This was a retrospective analysis performed of arterial and
venous phases of CT scans evaluating for endoleak in patients with endovas-
cular repair of an abdominal aortic aneurysm (AAA). The purpose was to
determine if the arterial phase of CT scanning for evaluation of endoleak can
be potentially eliminated, thus lowering radiation exposure. The authors
analyzed 85 patients (66 men and 19 women; mean age, 66 years) who
underwent endovascular repair of an AAA. There were 110 multidetector
CT examinations available for analysis. The CT protocol for endoleak
evaluation included first obtaining a noncontrast, enhanced set of CT
images. After this, intravenous contrast material was administered, and both
arterial and venous phase images were obtained.
Nonenhanced and venous phase images were evaluated to determine if
an endoleak was present. Arterial phase images were analyzed separately. It
was then determined how often the arterial phase imaging contributed to the
diagnosis of endoleak.
A total of 28 type II endoleaks were detected with a combination of
nonenhanced and venous phase CT acquisitions. Of these 28 endoleaks, 25
endoleaks were also visualized during the arterial phase of the CT scan, with
three type II endoleaks only seen during the venous phase. No additional
endoleaks were seen with the arterial phase. Seventy-eight scans from 67
patients revealed no endoleak during the venous phase; and in these scans,
no endoleaks were discovered with the arterial phase images. The arterial
phase of the CT scan was responsible for 36.5% of the radiation exposure
during the combination of noncontrast, venous, and arterial phase images.
Comment: The radiation administered during a diagnostic CT scan is
associated with low, but not zero, health risk. This radiation has been linked
to an increase in life-long risk of cancer (Radiology 2004;232:735-8).
Because type II endoleaks are relatively benign, the increased radiation dose
of arterial phase acquisitions does not seem warranted. Additional data are
required to know whether the arterial phase acquisitions may, however,
remain necessary to detect small type I or type III endoleaks.
Atherosclerotic renovascular disease in older US patients starting dial-
ysis, 1996 to 2001
Guo H, Kalra PA, Gilbertson DT, et al. Circulation 2007;115:50-8.
Conclusion: Atherosclerotic renovascular (ARVD) disease is increas-
ing in frequency in patients beginning renal replacement therapy.
Summary: The incidence of patients beginning renal replacement
therapy almost doubled from 1991 to 2000. It is projected to increase by
another 50% by 2015 (J Am Soc Neph 2005;16:3736-41). End-stage renal
disease (ESRD) secondary to ARVD has an incidence of 3.7 cases/1000
patient-years (Kidney Int 2005;68: 293-301). As the population ages, it is
expected the incidence of ESRD secondary to ARVD will also increase. This
study sought to examine the epidemiology of ARVD in dialysis patients. The
primary objective was to examine annual trends in the proportion of patients
with ARVD starting dialysis therapy.
The United States (US) Renal Data System was used to identify
patients beginning dialysis between 1996 and 2001. Only patients aged67
years old were considered (n  146,973). ARVD was identified by examin-
ing Medicare claims from the previous 2 years. From 1996 to 2001, prior
ARVD identified in patients beginning dialysis increased from 7.1% to 11.2%
(adjusted odds ratio [AOR], 1.68). Other associations included ESRD
secondary to hypertension (AOR, 2.21), peripheral vascular disease (AOR,
2.65), or to a urologic cause (AOR, 0.57); black race (AOR, 0.44), age85
years (AOR, 0.58), and inability to ambulate or transfer (AOR, 0.67). The
rise in ARVD was not reflected in the proportion of patients with ARVD
disease listed as a cause of ESRD at inception of dialysis (5.5% in 1996; 5.0%
in 2001). There was considerable variation in the frequency of ARVD
diagnosis in different regions of the country and in the use of revasculariza-
tion as treatment for ARVD in different geographic regions and within
subpopulations of the US population.
Comment: This is a complicated article, but several points are worth
mentioning. First, it appears that the incidence of ARVD as a source of
ESRD is increasing. Second, although the proportion of patients with ESRD
secondary to ARVD is low compared with other causes, it is still a large
number of people. Third, it is disturbing that the diagnosis and treatment of
ARVD varies by geographic region and with various subgroups of the
population. This suggests regional over-treatment or under-treatment, or
societal barriers, or both, to care in patients with ARVD.
Sixteen-slice CT angiography in patients with suspected blunt carotid
and vertebral artery injuries
Utter GH, Hollingworth W, Hallam, DK, et al. J Am Coll Surg 2006;203:
838-48.
Conclusion: Multidetector computed tomography angiography
(CTA) is sufficiently accurate to supplant digital subtraction angiography
(DSA) as a screening study in patients with suspected blunt injury to a
carotid or vertebral artery.
Summary: CTA with multidetector devices is now routinely available
in virtually all trauma centers. Patients with suspected trauma to the head
and neck regions usually undergo a CT scan to assess for injury in these areas.
The authors sought to determine whether a 16-slice multidetector CTA has
sufficient negative predictive value to rule out blunt carotid or vertebral
artery injury in patients with an appropriate mechanism of injury. They also
sought to estimate positive predictive values of different screening criteria for
accessing blunt carotid and vertebral artery injuries. This was a retrospective
study of patients imaged for blunt carotid and vertebral artery injuries at a
level 1 trauma center during the year 2004.
The investigators studied the use of CTA to evaluate patients whose
mechanism of injury suggested the possibility of blunt carotid or vertebral
artery injury. Four-vessel DSA could be obtained by the admitting service if
the CTA result was normal. The authors used the imaging report to record
injury grade, location, and diagnostic certainty of any assessed injury. The
primary outcome was the proportion of patients with normal CTA result
who also had a normal DSA result.
CTA was used to image 372 patients with suspected blunt carotid or
vertebral artery injury. Of these, the results of the studies of 271 were
normal, and DSA was used to further examine 82 (30%). The DSA exami-
nation result was normal or equivocal in 75 of the 82 patients. For a normal
initial CTA result, the negative predictive value for blunt carotid or vertebral
injury was therefore 92% (95% confidence interval, 83% to 97%).
Screening criteria for imaging included massive epistaxes, expanding
neck hematoma, acute or subacute cerebral infarction, transient ischemic
attack, Horner syndrome, or a cervical bruit in a patient aged50 years old.
Specific patterns of injury were also used as risk factors for blunt carotid or
vertebral artery injury. These included a midface fracture, complex mandib-
ular fracture with cervical hyperextension, closed head injury with diffuse
anomaly injury, and other combinations of facial, skull, and cervical spine
trauma. Of all the screening criteria, lateral element cervical vertebral frac-
tures and skull base fractures were the most predictive of a blunt carotid or
vertebral artery injury.
Comment: CTA appears reasonably useful for screening for asymp-
tomatic blunt carotid or vertebral artery injuries. What we do not know, of
course, is whether minor injuries detected by CTA have clinical significance.
Specifically, as pointed out by the authors, we do not know if minor blunt
carotid or vertebral artery injuries are perhaps responsible for some of the
morbidity and mortality previously ascribed to traumatic brain injury.
Excision and meshed skin grafting for leg ulcers resistant to compres-
sion therapy
Abisi S, Tan J, Burnand KG. Br J Surg 2007;94:194-7.
Conclusion: Meshed skin grafting after wide local excision of recalci-
trant leg ulcers will benefit more than half of the patients. If the graft remains
healed at 2 months, there will be a low rate of future recurrent ulceration.
Summary:About 20% of chronic leg ulcers do not respond to standard
compression therapy. Tangential ulcer excision with meshed skin grafting
can be performed, but the value of this treatment is not universally accepted.
In this study, the authors examined their practice of tangential excision and
meshed skin grafting for recalcitrant leg ulcers. The study population
consisted of patients undergoing an excision and meshed grafting of chronic
leg ulcers during a 9-year period at St. Thomas’ Hospital in London. Ulcer
recurrence was classified as any breakdown of the grafting site during
follow-up.
The authors routinely admitted patients a few days before surgery for
bed rest, leg elevation, and antiseptic cleaning. Ulcers were tangentially
excised, and split-thickness skin grafts, approximately 0.3 mm in thickness,
were applied after meshing 1.5 to 1. Grafts were applied at the same time as
excision and secured with surgical staples.
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